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iv. Electric or hydraulic patient lift devices designed to transfer a person to and from bed to bathtub, but 
excluding lift chairs, devices attachedto motor vehicles, and wall mountedchairs which lift persons up and down 
stairs; and 1-99)(7-

V. Grabbars for the bathroomadjacenttothetoiletand/orbathtub;and (11 -1-86) 

vi. showers; (1 1-1-86)Hand-held and 

Head(protective);gear and(7-1-99) 

viii.Hearing aids (see Section108forcoverageandlimitations);and(7-1-99) 

xi. blood monitoring 1-1-86)Home glucose equipment;(1 

x.Intravenousinfusionpumps,and/or NG tube feeding pumps, IV poled stands,intrathecalkits;and 
(7- 1-99)T 

xi. Hand-held nebulizers, air therapy vests, and manual orelectric percussor; and (7-1-99)T 

xii. Medicationorganizers;and (1- 1-98)T 

...x111. Oxygenconcentrators;and(1 1-1-86) 

monitors;xiv. Pacemaker and(11-1-86) 

xv . Compressorsandbreathingcircuithumidifiers;and (7-1-99)T 


xvi. Sliding boardsandbath benches/chairs;and(1 1-1-86) 


xvii. Suctionpumps;and(1 1-1-86) 


xviii Sheep skins, foamor gel padsfor the treatment ofdecubitus ulcers; and (7-1-99) 


xix. Traction and (7-1-99)
equipment; 

andxx. Walkers; (7-1-99)T 

03. Coverage Conditions-Equipment. The following medicalequipment is subject to the following 
limitations and additional documentation requirements: (7-1 -99) 

a. Wheelchairs. The Department will provide the least costly wheelchair which is appropriate to meetthe 
recipient’s medical needs. The Department will authorize the purchaseof one (1) wheelchair per recipient not more 
often than once every five( 5 )  years. Specially designedseating systems for wheelchairs shall not be replaced more 
often than once everyfive ( 5 )  years. Wheelchair rental or purchase requires prior authorizationby the Department or 
its designee and shall be authorized in accordance with the following criteria: (7-1-OO)T 

1. In addition to the physician’s information, each request for purchase of a wheelchair must be accompanied by 
a written evaluationby a physical therapistor an occupational therapist.The evaluation must include documentation 
of the appropriateness and cost effectivenessof the specific wheelchair and all modification and/or attachments and its 
ability to meet the recipient’s long-term medical needs. For each requestfor a rental ofa wheelchair, a physical 
therapist or an occupational therapist evaluationmay be requiredon a case-by-casebasis, to be determined by the 
Departmentorit’sdesignee; (7-1-OO)T 

TN# 00-009 Approved: Date 
Supercedes TN# 99-0008 Date:Effective July 1 ,  2000 



(1-1-98)T 

Idaho State Plan 
Attachment to Attachment 3.1 .A 7.c 

Page 4 

..
11. Manualwheelchairswill be authorizedbasedontherecipient'sneedaccordingtothefollowing 

criteria: 

(1) Therecipientmust be nonambulatory or haveseverelylimitedmobilityandrequire a mobilityaid to 
participate in normal daily activities and the alternative wouldbe confinement toa bed or chair; (1-1-98)T 

(2) A standard lightweight wheelchair will be authorized if the recipient's condition is such that he cannot 
propel a standardweightwheelchair;(1 -1 -98)T 

( 3 )  An ultra light weight wheelchair will be authorized if the recipient's conditions are such that he cannot 
propel a lightweight or standardweightwheelchair.(1-1-98)T 

iii. Electricwheelchairs are purchasedonlyiftherecipient'smedicalneedscannotbemet by a manual 
wheelchair. The attending physician must certify that the power drive wheelchair is a safe means of mobility for the 
recipientandallof the following criteria are met:(1-1-98)T 

(1) The recipientispermanentlydisabled;and(1 -1-98)T 

(2) Thedisability is such that, becauseofsevereupperextremityweaknessorlack of function, the 
recipient cannot operate any manual wheelchair.(1-1-98)T 

iv. Additional wheelchairs may be considered within the 5 year limitation with written documentation 
from the physician anda written evaluation froma physical therapistor an occupational therapist indicatingthat the 
current wheelchair is longer meetsthe client medical needs (7-1-99)T 

(1) may actuallybedamagingto the clientsmedicalcondition(7-1-99)T 

b. Electronicbloodglucosetestingdeviceswithvoicesynthesizersmust bepriorauthorized by the 
Department or its designee and are covered only when the following documentation is submitted and verified by the 
attending (4-1-98)Tphysician: 

I .  The recipienthasbeendeterminedtobelegallyblindand is unabletoread a standard glucose monitor 
(this doesnotincludeany correctable visiondefects;(and)(1-1-98)T 

.. 
1 1 .  The recipient lives alone or has no care giver available during the times when the glucose testing must 

be done.(1-1-98)T 

C. Electronicpain suppression/musclestimulationdevicesTENS Units mustbepriorauthorized by the 
Departmentorits designee and are purchasedonlywhentheeffectivenessofsuch devices is documented by the 
physician onlyand after: (4-1-98)T 

I .  Thepainhasbeenpresentfor a minimum ofthree (3) months;and (1-1-98)T 

ii. Othertreatmentmodalitieshavebeentriedandfailed(documentationmust be submittedwithrequest 
forpriorauthorization;and (1- 1-98)T 

... 
111 .  The effectiveness ofthedeviceisdocumentedfollowing a maximumof a two (2) monthtrialrental 

period;and (1-1-98)T 

TN# 00-009 Date Approved:
Supercedes TN# 99-0008 Effective Date: July 1 ,  2000 


